

NEW YORK NEUROLOGICAL SOCIETY. 

Stated Meeting , Tuesday Evening, October ist, 1889. 

President Dr. G. W. Jacoby in the Chair. 

Dr. A. A. Boyer presented a case of 
LESION OF THE PONS, 

with history, of which the following is a brief synopsis: 

C. W. B., age 45, male, syphilitic, in June, 1888, while at 
work, suddenly felt a sensation at the back of his head 
as if he had been shot. The shock was not severe enough 
to cause him to fall or lose consciousness. It was followed 
immediately by intense headache. Later, nausea, vomit¬ 
ing and insomnia became prominent symptoms for six 
weeks, and he was treated for gastritis. There was then 
an interval of two weeks without these symptoms, after 
which they returned in greater severity. August 14th his 
left thigh suddenly grew cold and numb; then it extended 
to his foot, and during the night spread up the trunk, left 
arm and left face. In the morning there were anaesthesia 
and paralysis of the whole left side of the body. On exam¬ 
ination eight months later he had hemiplegic gait, incoor¬ 
dination of the left arm, good equilibration, paresis of the 
left leg, paralysis of the left arm, drooping of left side of 
mouth, some atrophy from disuse on the left side, hemi- 
anaesthesia and hemi-analgesia. The lesion would, there¬ 
fore, seem to be pretty definitely located in the pons, to 
the right of the median line, above the line of Gubler, and 
involving the fillet, the reticular formation and pyramidial 
tract. The writer thought a lesion here would be high 
enough to produce paralysis of the facial muscles of the 
opposite side, and low enough down to leave unaffected the 



NEW YORK NEUROLOGICAL SOCIETY. 


562 

ocular nerves. He believed the most reasonable theory as 
to the nature of the lesion was thrombosis, as a result of 
obliterating endarteritis or hemorrhage. It could not be 
a tumor. 

Dr. BlRDSALL saw no necessity for assuming a lesion 
of the pons to explain the symptoms, which seemed to be 
wholly unilateral. He usually expected something par¬ 
ticularly characteristic in Pontic lesions,such as alternating 
paralysis. He thought a capsular lesion would account for 
all the symptoms in this case, and the absence of other 
pontic features would strengthen that view. 

Dr. Starr agreed with Dr. Birdsall as to the localiza¬ 
tion of the lesion. He thought the case an ordinary hemi¬ 
plegia with a lesion in the internal capsule. Unless there 
were certain cranial nervous lesions, alternating paralysis, 
or some other characteristic symptoms, there was no need 
to locate the disease in the pons. 

Dr. Boyer, in closing the discussion, said he had been 
led to locate the lesion in the pons, because there was no 
loss of consciousness at the onset of the attack, although 
very decided and varied paralysis were immediately devel¬ 
oped. In his opinion this pointed strongly to a minute 
lesion, and nowhere above the pons would a small lesion be 
likely to produce such wide results. The incoordination 
now remaining after the disappearance of most of the motor 
symptoms indicated a lesion of the fillet or of the commis¬ 
sural fibres in its vicinity. 

Dr. L. C. Gray then read a paper, entitled: 

THE CURABILITY OF LOCOMOTOR ATAXIA. 

He spoke first of the modern knowledge of the pathol- 
ogy, going at some length into the question of the ana¬ 
tomical side and the histological details. He regarded the 
original focus of disease as being in the nature of a cellular 
or inflammatory alteration of the cord, sometimes possibly 
a meningitis, from either of which the ascending secondary 
degeneration started. Erb and Schultze had reported a 
case of indubitable locomotor ataxia, examined microscop¬ 
ically, in which the symptoms had disappeared almost 
entirely for some twelve years. In view of this, it was to 
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be affirmed that there was not a positive case on record, 
although it was equally unquestionable that many cases of 
great improvement had been reported, more especially 
among those with a history of syphilitic injection. 

Dr. Gray then read a number of such cases, but the so- 
called “cures” were to be found in those in whom the 
locomotor ataxia was associated with intra-cranial syphilis, 
or with syphilitic spinal meningitis, or with a syphilitic 
history, and exceptionally in the non-syphilitic cases. Dr. 
Gray narrated a case of his own, illustrating the associa¬ 
tion of locomotor ataxia with general paresis, the mental 
hebetude of the latter disease causing an apparent improve¬ 
ment in the symptoms of the former. Dr. Gray then spoke 
of the different means by which the so-called “cures” had 
been effected—mercury and the iodides, nitrate of silver, 
nerve stretching, rest, galvanism and suspension. 

Dr. Dana said that we have changed our conceptions 
as to the variations in clinical types and as to the patho¬ 
logical lesions of locomotor ataxia. Probably ninety per 
cent of our cases are typical and answer to the classic 
descriptions of the disease. But there is a minority of cases 
which have a non-typical manifestation; types with optic 
atrophy, with latent spinal symptoms, with spastic symp¬ 
toms, with peripheral lesions, etc., and the prognosis is 
different in these forms. For instance, the prognosis is not 
bad in the spastic variety, but exceedingly so where there 
is rapid emaciation of the lower extremities. He had re¬ 
cently examined his notes of cases, and the results of treat¬ 
ment in fifty-six cases (twenty-two syphilitic) had been as 
follows: 

10 very much improved (3 syphilitic). 

6 improved (4 syphilitic). 

14 stationary (3 syphilitic). 

13 progressive (8 syphilitic); 2 fatal. 

10 doubtful or unknown. 

He believed locomotive ataxia to be a degenerative dis¬ 
order, affecting nerve fibres primarily, not beginning at a 
single focus, but at several different places at various times. 
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In order to cure the disease we should have to discover a 
drug whichjwould stop this degenerative process. As to 
suspension, he had tried it in 22 cases, with 600 suspen¬ 
sions, since last April. Of these, 4 were very much im¬ 
proved, 6 improved, 6 unimproved, and 6 discontinued the 
treatment. He thought there was no question as to very 
marked benefit being produced by suspension. 

Dr. Birdsall, upon reading the title of Dr. Gray’ s 
paper, had been led to think that some new view of the 
hopefulness of cure was to be introduced by the author, 
but he coincided with the writer in the opinion he had ex¬ 
pressed as to the incurability of the disease. Various phy¬ 
sicians entertained different ideas as to what should be 
termed a cure of a disease. Some considered patients prac¬ 
tically cured where the pathological process had been 
arrested under treatment, although many symptoms might 
remain. If this were true, possibly some cases of loco- 
moto ataxia might be called to a certain extent cured. In 
one of his cases ataxia had disappeared and had not now 
returned in nine years, although he had of late suffered 
from various crisis, gastric arid laryngeal, and some cerebral 
symptoms such as loss of consciousness. For five years 
the active symptoms had been referred to the trunk and 
upper extremities. It was a syphilitic case. He had an¬ 
other case where the tendon reflex had returned after abo¬ 
lition for many months, and ataxia had also disappeared; 
but pains and numbness subsequently became manifest in 
the upper extremities. He would not himself speak of any 
case as cured, but only as arrested in its progress. It was 
well that we are able to recognize the disease much earlier 
than formerly, and have better opportunities for early treat¬ 
ment. Our measures should be chiefly hygienic, the regu¬ 
lations of diet, avoiding of excesses, diminishing of labor, 
etc. He had tried suspension in a few cases but with no 
favorable results. At the same time, he did not deem it 
wise to throw it as yet altogether aside. He had seen inju¬ 
rious effects from large doses of potassic iodide, and in his 
opinion tabetic cases were not so well able to tolerate this 
drug as some suffering from other disorders. We must 
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modify our opinion somewhat of the varieties of tabes, since 
Dejerine and others had discovered peripheral nerves lesions 
in some cases of locomotor ataxia. 

Dr. Starr said, with regard to the difficulty of differ¬ 
ential diagnosis between peripheral and cerebral cases, we 
must judge from the order of occurrence of symptoms as 
well as from the symptoms themselves. He referred to the 
paper of Dejerine, where it was shown that peripheral cases 
are distinguishable by the rapidity of their development as 
contrasted with those of cerebral origin. Alcoholic, lead 
and arsenical disorders could scarcely be mistaken for 
actual locomotor ataxia, for a sharp line can be drawn be¬ 
tween the two; and even in the cases whose cause is ob¬ 
scure, the course is much more rapid in neuritis. 

Some seven years ago Dr. Austin Flint read a paper in 
this Academy upon the self-limitation of phthisis. A sim¬ 
ilar description might apply to locomotor ataxia also. It 
is possible that the sclerosis of the cord may be a protective 
process; an effort of nature to arrest or provide against the 
effects of disease. A pathologist in this city has taught for 
two years that connective tissue is thrown out by nature as 
a defence. Thus, locomotor ataxia may also be in a self¬ 
limited disease like phthisis in many instances, although in 
the majority of cases it is not. 

His own records showed some 25 cases seen in the last 
four years, 17 of which are carefully detailed. In 9 of the 
17 there had been periods of non-progression at times, 
while in 8 there had been steady advance in spite of treat¬ 
ment; but as similar treatment had been employed in all of 
these cases, the temporary arrest of the disease in some 
could not be ascribed to the therapeutics. He agreed with 
Dr. Dana that eye cases manifest atypical symptoms. In 
three of his cases with blindness there had been no progress 
subsequent to the failure of sight. He thought it worth 
while to try the specific treatment in patients with a history 
of syphilis, but he had little faith in its efficacy, as in his 
experience, as in that of continental observers, it afforded 
less benefit in locomotor ataxia than in other specific ner¬ 
vous affections. He employed usually small doses of arsenic 
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and biniodide of mercury, which is the English treatment. 

In 13 cases treated by suspension at the Vanderbilt 
Clinic, tabulated by Dr. Peterson, there were 7 cases of 
locomotor ataxia. There had been distinct improvement 
in 2 cases only, and none at all in 4, while in 2 the results 
had ben bad; the suspension producing syncope, nausea 
and vomiting, severe pain and enuresis at different times. 
It might be stated, therefore, that a small proportion only 
of cases had been improved by suspension. 

Dr. Sachs had observed in two cases the disappearance 
of the cardinal symptoms of locomotor ataxia without 
treatment. The first was as follows : 

B. L., merchant, age 48; seen August 18th, 1886. Com¬ 
plained of retching with dizziness, a numbness of left arm and 
unsteadiness in walking. Both knee-jerks were absent and 
could not be elicited with Jendrassik’s method. There was 
slight swaying with eyes closed, and the patient com¬ 
plained of a feeling as though his drawers were too tight 
around the waist. He had made the diagnosis of tabes 
incipiens, but with some hesitation, however, for the gen¬ 
eral condition of the patient was very good. After two 
months a slight knee-jerk had returned on the right side, 
and a few months later the left was recovered. Three 
years had now elapsed since the observation of these symp¬ 
toms, and the man was in perfect health at the present day. 
He believed it to have been a functional depression of the 
cord due to over-work. A second case had all the symp¬ 
toms of tabes, except that the knee-jerk was absent on one 
side only. He had the Argyll-Robertson pupil and the 
Romberg and girdle symptoms. He had seen him four 
months ago and all of the symptoms had diminished. 

In syphilis a simple specific spinal meningitis might 
simulate a posterior sclerosis, and this should be borne in 
mind when cases improve under treatment. 

He mentioned another case diagnosticated as locomotor 
ataxia by Erb twelve years ago, now living in Utah, which 
has been stationary for five years. As far as actual cura¬ 
bility is concerned, he could not speak of that unless a pro¬ 
gressive form had been arrested. He would classify cases 
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into optic and spinal types. As to suspension, he had found 
it unsatisfactory, and had been unfavorably impressed with 
it. It fiad seemed to him better in spastic cases, such as 
myelitis. 

Dr. WAITZFELDER had been using suspension in a case 
of spastic paralegia, and it had made that case worse, as 
well as several other cases of myelitis; but he had noted 
considerable improvement in gait in several patients with 
locomotor ataxia who had been subjected to this method of 
treatment. 

Dr. Leszynsky had observed a few favorable results in 
the employment of suspension in spinal cases. He had also 
used it in a case of paralysis-agitans three or four times 
with good effect. 

Dr. Gray then closed the discussion. He said that 
Fournier’s and Rumpf’s specific cases showed great im¬ 
provement under treatment, but this had not been his own 
experience. He believed there were certain cases where 
there would be great difficulty in distinguishing peripheral 
from central symptoms. As to the matter of self-limita¬ 
tions mentioned by Dr. Starr, he saw no analogy between 
tabes and phthisis. In treatment he preferred to follow 
French authors and employ inunction in specific cases 
rather than potassic iodide, for the results were much 
better. Frederick Peterson, M. D., 

Secretary. 


AMERICAN NEUROLOGICAL ASSOCIATION 
TRANSACTIONS. 

Dr. B. Sachs, of New York, read a paper entitled 
polioencephalitis superior (nuclear opthalmo- 
plegia) and poliomyelitis. 

It is a rare experience in neurological matters to have 
the pathology of a disease unravelled as quickly as was 
done in the case of those clinical groups of symptoms which 
we know as opthalmoplegia externa and interna. 



